Objective. Comparing the scores of quality of life according to place of residence (urban and rural areas). Methods. A crosssectional study involving 2142 elderly in urban area and other 850 in rural area of the municipality of Uberaba (Minas Gerais, Brazil). Instruments used: Olders Americans Resources and Services, World Health Organization Quality of Life -BREF (WHOQOL-BREF) and World Health Organization Quality of Life Assessment for Older Adults (WHOQOL-OLD). Results. We found that in urban area predominated women and men in rural areas. It was common in two areas: 60Ⱶ70 years old, married marital status, schooling of 4 to 8 years of study and the income of a minimum wage. The elderly residing in the urban area with their children and in rural areas did so with the spouse. In the evaluation of the quality of life, rural elders presented scores significantly higher than the urban area in the domains of physical, psychological, and social relations in the WHOQOL-BREF; and in the facets of autonomy, past, present and future activities, social participation and intimacy of the WHOQOL-OLD. For the latter instrument facets sensory ability and of death and dying the elderly's urban area had higher scores than the rural area. Conclusion. The elders of the urban area showed a greater involvement of the quality of life than the residents in the rural area. Nurses who work in primary care should address health strategies according to the specific needs of the urban and rural areas.
Introduction
Aging is an individual process that happens in a peculiar way to each individual. This is due to different factors that influence this aspect of the course of life, such as: physiological, social, psychological, economic, environmental and cultural factors; may also affect the quality of life. 1 The quality of life has been conceptualized in so many approaches, being the subject of considerable research in the health field. For the World Health Organization, the quality of life is considered by subjectivity, multidimensionality and positive and negative elements. It is defined as the "individual's perception of their position in life in the context of culture and value systems in which they live and in relation to their goals, expectations, standards and concerns".
The scientific literature has shown that environmental factors, socioeconomic and demographic characteristics, lifestyle, among others, may affect the quality of life of the elderly. 3 Given these findings, it is possible that older adults exhibit differences related quality of life according to place of residence; however, the influence of the urban or rural environment in this regard is still not well understood in the scientific community. 4 Thus, the question is: what is the relationship between place of residence and the quality of life of seniors? Survey in ConcordiaSanta Catarina noted that the social and health domains of elderly men from rural areas obtained more satisfactory results compared to those living in urban. 5 Another research conducted in India found that the elderly resident in urban community showed significantly lower scores in physical and psychological domains than those living in rural area. However, the scores of social and environmental relations those living in rural areas had significantly lower mean compared to the urban area. This result was justified due to differences between localities in terms of sociodemographic characteristics, lifestyle, and financial resources among others. 3 Unlike the present investigation, these studies did not apply control for potential confounding variables. 3, 5 Thus, considering that the sociodemographic factors can interfere with quality of life, 5 it is necessary that there are studies aimed at understanding this aspect in different localities. Reinforcing this need, it is known that 16.5% of the elderly population still resides in rural areas; 6 however, the Brazilian scientific literature has neglected publications in this area. 7 Thus, we believe that research on the subject contributes to the construction of knowledge about the aspects of quality of life for seniors who need health interventions in different contexts. This knowledge may provide subsidies for nursing professionals in primary care, to target health strategies according to the specificities of the urban and rural areas.
In this perspective, this study aimed to describe the characteristics of elderly residents in urban and rural areas according to socioeconomic and demographic variables; and comparing the scores of quality of life regarding the place of residence, adjusted for gender and age.
Methodology
This research is a part of two wider studies of household survey type, observational and crosssectional conducted in urban areas in 2008, and rural in 2011, of the city of Uberaba-Minas Gerais by the Research Group on Public Health, Federal University of Triangulo Mineiro. In urban areas the population sample selected in previous research was used and calculated considering 95% confidence interval, 80% power of the test, a precision of 4.0% for the interval estimates and an estimated prevalence of 0.5 for the proportions of interest. Inclusion criteria were: 60 years or more; live in the urban area of Uberaba-MG; agreing to participate and not show cognitive decline. Starting from a population sample of 2683 seniors, there were excluded 541 seniors, of which 201 were not found after three visits, 174 refused, 142 died and 25 were hospitalized. Thus, the sample of urban area was of 2142 elderly.
To compose the population of the rural area was obtained in June 2010 a listing of elderly enrolled by Family Health Strategy (FHS), which is distributed in three health districts and offer 100% coverage. Amounted in 1297 elderly; being the inclusion criteria: age 60 or older; live in the rural area of the municipality; agree to participate and not show cognitive decline. Of the elderly, 447 were excluded; of which 117 had changed their address, 105 had cognitive decline, 75 refused to participate, 57 were not found after three attempts of the interviewer, 11 had already died, three were hospitalized and 79 due to other reasons, such as residing in the city. Thus, the final population consisted of 850.
Data collection was conducted in the homes of elderly, by trained interviewers, and that told in the countryside with the collaboration of Community Health for the location of residence. Regular meetings were held with field supervisors and researchers.
Prior to the beginning of the interview was conducted the cognitive assessment through the instrument Mini Mental State Examination (MMSE). For the elderly in the urban area was used the reduced version validated by researchers of Project SABE, 8 and for seniors of the countryside, translated and validated instrument in Brazil. 9 Both instruments consider the education level of the respondent to establishing the cutoff point. This change in the instrument is justified because of the collection having occurred at different moments, and realized that in Brazil 9 translated and valid instrument would be more appropriate for the target population of this research. It was used the Olders Americans Resoucers and Services (OARS) questionnaire, developed by Duke University (1978) , and adapted to the Brazilian reality, 10 to characterize the socioeconomic and demographic data. To measure the quality of life of older were used the generic instrument World Health Organization Quality of Life -BREF (WHOQOL-BREF) and the specific to the elderly population World Health Organization Quality of Life Assessment for Older Adults (WHOQOL-OLD); both validated in Brazil. 11, 12 The WHOQOL-BREF, a generic instrument, consisting of four domains: physical (pain and discomfort, energy and fatigue, sleep and rest, activities of daily living, dependence on medication or treatments and ability to work); psychological (positive feelings, thinking, learning, memory and concentration, self-esteem, body image and appearance, negative feelings, spirituality, religiousness and personal beliefs); social relationships (personal relationships, social support and sexual activity); environment (physical security and safety in the home environment, financial resources, health care and social; availability and quality; opportunity to acquire new information and skills, participation and opportunity for recreation / leisure; physical environment: pollution, noise, traffic, climate and transportation). 11 The WHOQOL-OLD is a specific module for the elderly that has six facets: sensory abilities (sensory functioning and assesses the impact of the loss of sensory abilities on quality of life); autonomy (refers to independence in old age, describes the extent to which it is able to live independently and make their own decisions); past, present and future activities (describes satisfaction over achievements in life and the things that longs); social involvement (participation in daily activities, especially in the community), death and dying (worries, concerns and fears about death and dying) and intimacy (assesses the ability to have personal and intimate relationships). 12 The variables investigated were: gender (male, female); age in years (60-69, 70-79 and 80 or older); marital status (never married or lived with a partner(a); married; widowed; separated or divorced); schooling, in years of schooling (no schooling, 1-4, 5-7, 8, 9 and more); individual monthly income in minimum wage (no income, <1, 1, 2-3, 4-5,> 5); living arrangement (living alone, with professional caregiver, only with a spouse, with another of his generation, with children / with or without spouse, with grandchildren / with or without a partner, other arrangements); physical, psychological, social relationships and environment, and; facets functioning of the senses; autonomy; past, present and future activities; social participation; death and dying; intimacy. The application of the instruments in the urban area occurred in the period from August to December 2008 and in rural June 2010 to March 2011.
The data collected in each study, i.e. urban and rural areas were processed on a microcomputer, for two people, double entry in Excel program. Afterwards, we proceeded to fix inconsistent data when necessary, by consulting the original interview. Data were imported in the Statistical Package for the Social Sciences (SPSS) software version 17.0. In analyzing the quality of life, the interpretation was based on the syntax as proposed by the WHOQOL group, with the scores ranging from 0-100. The higher the score the better perceived quality of life. For the first objective, descriptive statistical analysis by distribution of absolute and percentage frequencies was performed. For the second objective, we used bivariate analysis using the Student t test. The adjustment for age and gender was performed by multiple linear regression. In this multivariate model all domains and facets of quality of life were inserted. The significance level (α) was 1 % and the tests considered significant when p ≤ α. Results Table 1 below shows the socioeconomic and demographic characteristics of the study population according to the place of residence. In the present study, most of the urban elderly were female; while in rural, male. Both groups were concentrated in the age group 60Ⱶ70 years old; however, a higher percentage of elderly aged 80 and over in urban areas was higher than rural. Related to marital status, married individuals predominated in urban and rural areas; nevertheless, the percentage of urban elderly widowed was higher than that found in rural areas. Most elderly had 4Ⱶ8 years of study and individual monthly income of a minimum wage in both groups. Regarding the living arrangement, in the urban area the highest percentage lives with its children, while in rural resided only with the spouse. In the self-assessment of quality of life, most seniors considered as good, both among the elderly in the urban area (64.8%) as among those from rural areas (59.5%). Related to satisfaction with health, 64.9% of urban elderly and 60.2% of rural reported being satisfied.
In Table 2 , below, is a comparison of scores of quality of life of elderly studied according to place of residence and the multiple linear regression analysis for adjusting the age and the gender variables. Concerning the quality of life for the WHOQOL-BREF, it became evident higher scores in social relationships domain in both groups. The lowest scores were observed in the physical domain to the elderly in the urban environment, and in the domain environment for those living in rural areas.
Comparing the domains of quality of life it was observed that the rural elderly had scores significantly higher than those in urban physical (β = 0:23, p <0.001), psychological (β = 0.10, p <0.001) and social relations (β = 1.65, p <0.001), even after adjustment. Thus, it was found that rural elderly had scores of quality of life higher than urban elderly in three of the four domains of the WHOQOL-BREF. Regarding quality of life measured by WHOQOL-OLD it was observed higher scores in the functioning of senses facet in the urban elderly and the intimacy facet in the rural elderly. It concentrated in the lowest scores for the group of urban area on the autonomy facet, while in rural area concentrated in social participation. The rural elderly had higher scores than urban autonomy (β = 0.22, p <0.001); past, present and future activities (β = 0.16, p <0.001); social participation facet (β = 0.10, p <0.001) and intimacy (β = 0.15, p <0.001) and remained related even after controlling.
However, the facets of the sensory abilities (β = -0.18, p <0.001) and death and dying (β = -0.06, p <0.001) urban elderly had statistically higher scores to residents in rural areas, even after adjusting for age and sex. It was verified that the elderly residents in rural area had assessment of quality of life scores higher than urban area in four of the six domains of the WHOQOL-OLD. 
Discussion
The prevalence of female in the urban area and male in the countryside differs from survey developed with the elderly in Rio Grande do Sul, which found higher percentage of women in both locations, urban (65.2%) and rural (64.5%). 14 However, research confirms that observed significant masculinization of the rural elderly population in all districts of the Central Region of Rio Grande do Sul. 15 It is noteworthy that according to the Brazilian Institute of Geography and Statistics (IBGE) in the male dominated environments rural with approximately 107 men to 100 women. 16 This fact may be related to increased migration of women from rural to urban centers. This trend relates to the pursuit of service and conditions of the urban environment provides, as well as the opportunity to live as children / grandchildren or relatives. It is emphasized that the typical rural environment provides more targeted activities men can justify their prevalence in this locality. 16 Regarding age, the findings converge with Brazilian demographics data which prevailing 60-69 years old (55.7%). 16 It is highlighted that the highest percentage of older seniors residing in the urban environment can be elucidated by the difficulty of adapting these individuals in the field due to the growing fragility in this age group. 17, 18 Thus, these individuals tend to migrate to cities in an attempt to facilitate access to public health services and / or feeling of security provided by the company of the children have already migrated to this medium. 17 The higher prevalence of elderly married was also demonstrated in the survey conducted in southern Brazil, where 68.1% of urban and 75.5% rural were married or lived with a partner.
14 However, the higher percentage of widowers in the urban environment is possibly associated with the predominance of the female sex in this environment, since it is known that women have a higher life expectancy than males, Related to education, the results of this investigation corroborate in part with census found that a higher percentage of elderly Brazilians with four to eight years of education (38.0%), followed by those uneducated and less than one year of schooling (22.1%). 6 In contrast, survey developed in Rio Grande do Sul noted that most of the elderly in both groups had up to four years of study, urban areas (68.3%) and rural (76.4%).
14 the individual monthly income of a minimum wage prevalent in both media was consistent with data from the Brazilian population that found a higher percentage of elderly (43.2%) with monthly income of a minimum wage. 6 Another study conducted in Sergipe also identified income of a minimum wage among the majority of elderly in both areas, urban (73.1%) and rural (75.4%). 17 Consistent with the results of this study in relation to the living arrangement of urban elderly, census data indicate that 43.2% of the elderly population lives with children and/or others. 6 However, the highest percentage of elderly living only with their spouse in the rural areas may be associated with migration of adults to the cities in search of job opportunities and living conditions more satisfactory. 17 It is necessary that the nurse, as a member of the health team of primary care, make the diagnosis of sociodemographic indicators economic and the elderly to contribute in the implementation of health actions based on the real needs of each context. Thus, it is emphasized that nurses during their training process, is encouraged to recognize the specificities of each population, considering the differences related to the environment in which they live in order to better target health actions.
Regarding quality of life, the positive evaluation by most older people refers to the fact that, possibly, the perception of quality of life, which is subjective, is more related to personal issues than other factors, such as environment or place where lies. 7 As for the self-assessment of satisfaction with health, the findings of this research are consistent with research conducted with older urban area in São Paulo, where the highest percentage reported being satisfied with their health (42.1%). 19 Moreover, research conducted with elderly people in rural areas found that the highest percentage reported as fair (46.7%); 18 however this research was developed with octogenarians and may explain the difference in the outcome of this investigation.
The self-assessment of the elderly about their health may indicate factors that are affecting their health and quality of life. Thus, in addition to biological aspects, it is suggested that nursing acts in the psychological and social components considering that these can also impact the daily lives of the elderly. It is noteworthy that although the self-assessment of this study is positive, the nurse should be alert to the socioeconomic characteristics of these elderly people, considering their possible interference in the health-disease process in order to program the actions directed to their specifications. Among rural elderly should be alert to men's health by optimizing the support of the spouse in order to maximize their health. But among those residing in the urban area, should be addressed women considering to the age group, due to their possible relationship with a greater unmber of comorbidities.
In that matches the WHOQOL-BREF, the higher scores in social relations in urban and rural areas corroborate study in João Pessoa-PB among the elderly. 20 It is noteworthy that this domain evaluates the relationships and social support, and sexual activity; 11 So possibly these aspects remain preserved among the elderly in the various locations. The lowest score in the physical domain for the elderly and the urban environment for those residents in the rural area was similar to that found in a study conducted with elderly João Pessoa-PB. 20 Comparing the groups, WHOQOL-BREF, the highest scores among rural elderly refers the need for reflection on factors that have contributed to this result. In the physical domain this fact may be related to the maintenance of industrial activities in the field even at older ages, which contributes the most satisfactory physical condition. Moreover, it is likely that those without physical condition to remain in the field migrate to the cities, it is known that in rural areas the distance of health centers coupled with the lack of transportation may hinder access to services health. 21 In addition, the proportion of older women and elder elderly in urban area were higher than rural, and may be related to the higher number of comorbidities and health complications; thus favoring the pain, discomfort, dependence on medication or treatments and fatigue hampering the activities of daily living, items assessed on their domain. 11 survey among urban elderly in India suggests that the presence of comorbidities and complications is a factor important to be considered during the evaluation of the quality of life. 22 This sense, it is relevant that the nurse periodically assess the elderly, considering the locality in which they live, in order to identify changes related to physical conditions. The early identification of health problems can contribute to specific interventions for health promotion, disease prevention, diagnosis and treatment, and promote the maintenance of quality of life. However, it is worth noting that in the urban area, the FHS does not have 100% coverage, a factor that may have influenced this result.
Referring to the psychological domain, research conducted in India also noted that elderly people living in rural areas had higher scores compared to urban (p = 0.01). 3 A study conducted in Porto Alegre-RS found that seniors who scored higher on the physical domain scores obtained higher on the psychological. 23 Thus, this may be related to higher scores for psychological dominance among rural elderly, since they also had higher scores in the physical domain. It is assumed that higher scores in the physical domain, represented by a better physical health condition, can impact the psychological domain, by decreasing concerns about the treatment of diseases, for example. 23 In this context, it is noted that nursing can contribute through research on the feelings and beliefs of urban elderly through nursing consultation or home visit.
The higher scores in social relations among rural elderly compared to urban areas is consistent with the study conducted in a city in Rio Grande do Sul (p<0.001).
14 Another study among older adults in India also noted low score in this area. 22 It is possible that the link between elderly living in rural communities to be established as a lasting relationship between neighbors and relatives. Nevertheless, in the urban area may be a greater distance of bonding, favoring social isolation. 20 Moreover, the highest percentage of married elderly in rural areas may have contributed to this result, since this area also assesses personal relationships and sexual activity. 11 Thus, it is suggested that it investigated the quality of the support network of the elderly in urban area considering that most reside together. Research conducted in Vietnam noted that elderly people living in urban areas want to live near their children, but not necessarily together. This fact relates to tensions between independent living and family influence in your life. 24 The sensory abilities facet assesses the functioning of the senses and the impact of the loss of sensorial skills. 12 Assuming that the elderly residing in urban areas have better access to health services, it is inferred that it favors identification and intervention earlier problems related to sensory abilities compared to those who reside in rural areas. Research conducted in Brazil found that rates of use of health services were not consistent with the real needs of the elderly in rural areas and the health care the patient was inappropriate. It there was also higher proportion of elderly in the urban area who used health services in relation to the rural. 21 Added to this area, another study in Brazil found inefficient identification and intervention of health services for problems related to hearing and vision elderly residents in the rural area. 18 Thus, these factors are likely influencing the lower scores on the sensory abilities facet among those living in the rural environment. Thus, it reinforces the need for health services, represented by the active FHS these locations, seeking to provide overall assessment of the elderly, seeking to identify sensory changes present in order to early intervention, minimizing complications arising from this situation.
The greatest scores of the elderly in the rural autonomy facet may have been influenced, among other factors, income, since this facet assesses the ability of the elderly to live independently and make their own decisions. 12 In both groups the highest percentage receives a minimum wage, according to the IBGE, Brazil, this income usually comes from retirement. 6 But the field retirement presents a different denotation of the urban area. Many of the elderly continues to work even after they have retired, remaining asset. 25 In the present study, we observed that there was a higher percentage of rural seniors who received more than the minimum wage, which may mean that maintain work activities even after retirement. Moreover, the rural retirement, as additional rent, may favor greater autonomy, peace and freedom to the elderly. 26 Moreover, the highest percentage of elderly residing with children in urban areas may have favored the lowest scores on this facet. It is possible that children may influence the decisionmaking capacity of the elderly when they reside in the same home environment, which might be remarkable when there is impairment of physical condition, as occurred with the urban elderly. The health team should seek to discuss with family members and the elderly about the importance of maintaining autonomy, even when in the presence of constraints imposed by the natural aging process or by illness. The nurse can be a facilitator of this process, while conducting home visits and consultations nursing. The facet relating to past, present and future activities can be negatively impacted when there is a commitment to family dynamics, especially when seniors are not satisfied with the recognition of the family, about what they have achieved in life and with the possibility of future achievements. 27 In this study, it was observed during data collection which there was in the countryside a close bond between the elderly and their families, and may explain the higher scores of rural elderly in relation to those of the urban environment.
The social participation facet evaluates, among other aspects, the satisfaction with the level of activity and how the elderly use the time. 12 Thus, possibly, the lowest scores of the urban elderly are related to lack of occupancy of these individuals. Unlike in rural work and productivity are valued by subjects, even at older ages; fact observed during data collection. This facet also assesses satisfaction with opportunities to participate in activities in the community. 12 In urban environment a distance between neighbors and decreased emotional bonds between people can occur and may result in the isolation social. 20 However, in rural relations between neighbors and close people tend to stay in a lasting way. In addition, the elderly tend to participate more regularly in activities in the community, as in typical and religious festivals. This fact may have contributed to the higher scores in rural compared to urban areas.
Regarding facet death and dying, the highest scores among those who lived in the urban area denotes the greatest tranquility of the elderly living in the city with regard to aspects related to death. Nevertheless, it is possible that in the field the distance from urban centers, health care and family can bring greater insecurity and fear about the factors involving death. It is noteworthy that the acceptance of the finitude of life can lead to inner peace, improving the quality of life for years to be lived. 28 Thus, the approaching end of life should be an issue to be discussed by health professionals with the elderly, in order to increase the emotional support at this stage of life.
In the intimacy facet scores higher in rural compared to urban may have related to the fact that in rural areas a tendency to preserve the interpersonal relationships, mainly related to the ties of kinship. 25 Moreover, the aging process can be accompanied by a reduction in social contacts, resulting in an active selection of people that there is an important for the best adaptation of the elderly in this phase of life closer emotional relationship. It is also possible to incur losses of friends and family who were part of the elderly social relations network and adapt to these changes requires social support and maintaining good self-esteem.
should be emphasized to the elderly possibility of building new friendships, expanding the support network, 29 in order to establish relationships of trust and support.
It is believed that nursing can contribute to maximizing the quality of life of the elderly, in that it is integrated into the context of this population, seeking solutions to the community, seniors and families.
Conclusion
The elderly in rural areas had higher scores of quality of life than residents in urban areas both in most domains and facets. These data suggest that reside in urban areas may be negatively impacting the quality of life for seniors. It is noteworthy that the nurse must have skills to meet the social needs of population health. 30 Attention should be given to elderly residents in the urban area, since greater impact on quality of life. Nursing consultation can contribute to identification of diseases, favoring the intervention practices related to disease prevention and health promotion, particularly when it refers to the physical conditions. The greater proximity between households and health facilities can improve to access to health services and the active search of the elderly through home visits. Community spaces can also be used to facilitate the formation of groups of health education and socialization activities, expanding the network of support, encouraging reflection about future aspirations and personal relationships.
In rural areas health professionals shoud be aware to the cultural specificities and habits, trying to identify with the elderly plausible strategies to be performed, considering the physical distance of health facilities and households. It is also important to the achievement of clinical evaluation in order to identify the existence of sensory changes early in order to establish the therapeutic planning. The question of the finitude of life should be also the subject of discussion, as this item is found impacted in the countryside. This study presents a limitation due to the time difference in data collection in rural and urban areas. Initially held collection in the urban area, in which a representative sample of the elderly is already being investigated and monitored by the Research Group on Public Health since 2005. Later, there was a possibility to investigate the elderly population residing in rural areas, which has full coverage by the FHS. The choice of instruments for different cognitive assessment, although similar, was based on the possible cultural differences among the elderly assessed with reasoning in scientific literature in the subject area.
However, despite the limitations it is believed that the research can contribute to the formation of professionals in the field of health, in order to highlight the reflection on the local impact of housing for health conditions and quality of life of the elderly. Furthermore, to meet the realities of rural elderly can contribute to greater knowledge about this population, with peculiar characteristics and still little explored, in addition to being able to establish relation of comparison between those residing in the urban area. The knowledge of these aspects can subsidize the elaboration of actions and policies more specific health, considering the different realities.
